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INAPPROPRIATE INVOLUNTARY
ADMISSIONS TO PSYCHIATRIC
HOSPITALS
P L van der Merwe, A Allan, M M Allan
Background. In order to preserve scarce resources, treabnent
in tertiary psychiatric hospitals should be restricted to those
whose treatment needs make admission to such hospitals
essential. However, anecdotal evidence suggests that a
number of patients involuntarily admitted to tertiary
psychiatric hospitals are discharged within 7 days of
admission. The aim of this study was to identify the legal
and clinical reasons that contribute to this situation.
Method. The first stage involved reviewing the mental
health legislation and psycholegal literature. Thereafter we
undertook a retrospective study of the records of the
patients involuntarily admitted to Stikland Hospital, a
tertiary psychiatric hospital in the Western Cape. Treatment
and security-related variables were compared for the '" 7
day and ;;;, 8 day groups.
Results. Eighteen per cent of involuntarily admitted patients
were discharged within 7 days. The,,; 7 day group differed
significantly from the ;;;, 8 day group in terms of gender, age,
substance abuse history, diagnosis and previous
admissions. There were more male patients, younger
people, and individuals with a history of substance abuse in
the ,,; 7 day group, while more patients in the ;;, 8 day group
had a diagnosis of schizophrenia or bipolar mood disorder.
Conclusions. This study of involuntarily admitted patients in
a tertiary psychiatric hospital demonstrated that a small but
notable group was discharged within 7 days of admission.
The data do not allow us to determine exactly what caused
this situation, and further research at primary and
secondary level is necessary in order to clarify this.
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At a time when government spending on health is being
drastically reduced,' it is difficult to provide high-quality
patient care. In mental health this coincides with the finding of
the Deparbnent of Health' that 'in the majority of psychiatric
hospitals in South Africa the condition of the buildings are
unacceptable for human occupation' and that 'the nurse-patient
ratio is also unacceptably low'. One way of providing an
efficient service under these circumstances is to use local day
hospitals and regional secondary hospitals optimally before
referring to tertiary hospitals. This implies, inter alia, that
patients admitted to tertiary hospitals should be those who are
severely ill, difficult to treat, or whose diagnoses are uncertain.
The admission of other patients should be to regional general
hospitals if the necessary facilities are available to deal with
their treatment and security needs.
Anecdotal evidence is that tertiary psychiatric hospitals
discharge a relatively large number of involuntarily admitted
patients within the 7-day period provided for in section 18(2)
of the Mental Health Act (MHA).3 This section states that on
admission all involuntary patients must be examined with
regard to their mental condition. The findings must be reported
to the curatoT ad litem within 7 days of admission. Where
. someone is discharged as an involuntary patient this indicates
that in the opinion of the superintendent the patient failed to
meet the requirements for involuntary detention. This raises
the question of whether admission to a tertiary institution as an
involuntary patient is appropriate in the first place.
A cursory investigation revealed that many of the admissions
were in fact inappropriate. Our theory was that three factors
contributed to this. Firstly, the general practitioners, primary
and secondary health workers, magistrates, and other role-
players, such as the police, lacked the skills to decide on the
appropriate setting in which to manage involuntary patients.
Secondly, that they lacked knowledge of the legal rules
governing this process; and thirdly, that there was a lack of
facilities at primary and secondary level to manage certain
classes of psychiatric patients.
In response to the above scenario we studied the legal
provisions that govern the admission of involuntary patients.
Secondly, we did a quantitative study to determine the profile
of patients admitted involuntarily to the relevant hospital
during 1995. We particularly compared patients who were
discharged within the first 7 days with those who remained in
hospital for a longer period. The need for appropriate skills
and knowledge in managing involuntary psychiatric patients
had already been addressed by members of the staff of the
relevant hospital. Later members of the Department of
Community Mental Health also started training people in the
community who interacted with psychiatric patients. This
group included general practitioners, primary and secondary
health personnel, magistrates and their staff, social workers,
the police, ambulance personnel and any other person who
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was interested in attending training sessions to do with the
involuntary admission process. Finally, the hospital made it
easier for any of the abovementioned people to consult
clinicians if they needed advice regarding the management of a
patient. Unfortunately we did not have the resources to
determine the availability of appropriate facilities at primary
and secondary level, but the role of the police in the
management of psychiatric patients was studied (S Blom,
E Lesch, A Allan -unpublished research, Department of
Psychology, University of Stellenbosch, 1998).
In this article we report on our findings with regard to the
legal and the quantitative investigations undertaken by
ourselves.
LEGAL FINDINGS
The provisions of the MHA3 govern admission of mentally ill
patients in South Africa. The Act provides for three broad
admission categories.' Firstly, patients who do not oppose
admission, secondly, those who are admitted involuntarily via
the criminal justice system, and finally those who are admitted
involuntarily in response to reception orders issued in terms of
the MHA.3 Most involuntary admissions in South Africa take
place in response to reception orders issued under sections 9 or
12 of the South African MHA.3 Section 9 provides for a formal
application to a magistrate, while section 12 makes it possible
for superintendents to issue reception orders in emergency
situations.
, The subject of involuntary admissions is controversial
worldwide as well as in South Africa.'-5 In the USA legal
justification for the involuntary admission of patients is
contained in the principle of parens patriae as well as in the
police powers of the state.' The parens patriae principle provides
that detention is justified if mentally ill people are in need of
treatment. When mentally ill people are detained because they
are at risk of harming themselves or others, it is the police
power principle that is in operation. These two principles also
underlie the South African MHA? Before magistrates or
superintendents can issue reception orders they must be certain
that the relevant patients, due to a mental illness, are a danger
to themselves or others, refusing or resisting treatment,
supervision and control.' Two factors therefore play a role here,
viz. security and treatment needs.
With regard to security, recent research has consistently
demonstrated that the gender and age of the patient,' a history
of harm to self or others,'-' a substance abuse and dependence
history'" and being non-compliant with medication,' are strong
predictors of harm to self or others among psychiatric patients.
Factors that inter alia determine the treatment needs of the
patient include the diagnosis, diagnostic certainty, and the
number and duration of previous admissions. Like Gove and
Fain,!· one would therefore expect to find that involuntary
patients suffer from more severe or chronic disorders, and that
they stay in hospital relatively longer than voluntary patients.
Okin,1l however, found that involuntary patients had a
significantly lower rate of prior psychiatric hospitalisations,
and stayed in hospital for shorter periods when compared with
voluntary patients. A possible explanation for these seemingly
contradictory findings is that Gove and Fain lO collected their
data in the 1960s, while Okin'sll research took place in the
1980s. Sociopolitical and legal changes may, therefore, have
influenced these findings. In South Africa no similar errn1rical
studies have been undertaken to date.
Once the decision to issue a reception order has been made,
it is then necessary to decide on the place of detentionE Section
9(3) of the MHA' read with paragraph 14 of the Department of
Health and Population Development's l3 Code, instructs
magistrates and judges to decide where these patients should
be detained and treated. They must make this decision in
consultation with the staff of the nearest psychiatric clinic, and
the medical superintendent of the closest institution if they
consider hospitalising the person. Section 9(5) provides that
detention can be at the dwelling of a person (i.e. in single care
as .defined in section 10) or at an institution. An institution is
defined in section 1 as 'a state psychiatric hospital or a
provincial hospital'. However, according to common law
principles a provincial hospital should only admit an
involuntary patient if it has the necessary facilities to manage
the patient. Apparently the Department of Health believes that
provincial hospitals have the necessary facilities, as paragraph
9 of its codified instructions13 provides that mentally ill patients
who need medical treatment should be admitted to general
hospitals.
The place of detention is important for three reasons. Firstly,
it should be in a setting where the patients' rights, such as their
right of liberty, are infringed as little as is reasonably possible.'
In the past the appeal courts have also warned about the
danger of stigmatisation of those who are admitted to
psychiatric hospitals." Secondly, it is important to use scarce
resources, such as highly qualified mental health nurses and
practitioners, wisely. Thirdly, the setting must ensure thatthe
detention will be as therapeutic as possible.
The decision regarding whether to admit a patient to a
psychiatric or a general hospital should be determined by
clinical factors. As Crowder and KIattel5 pointed out: 'the
selection of patients for the general hospital psychiatric unit
should be dependent on the patient's symptomatology and the
resources available on the unit at a given time, regardless of
legal status'. Leeman and Berger16 suggested that the following
patients might be suitable for care in a locked psychiatric unit
of a general hospital: (i). acutely psychotic or suicidal patients,
either unwilling to be hospitalised or dangerous because of
poor impulse control, who are likely to benefit from short-term
treatment; (ii) patients who are violent or suicidal only while
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intoxicated; and (iii) patients admitted involuntarily because of
their psychiatric illness, who also have acute medical problems
that require care in a general hospital.
Table I. Characteristics of the total group of involuntarily
admitted patients
Table IL Demogaphic and clinical characteristics of 518
involuntarily admitted patients categorised according to duration
of admission
Legal statust
Section 9 81 87.1 345 812
Section 12 12 12.9 80 18.8
Gender*
Male 76 81.7 289 68.0
Female 17 18.3 136 32.0
Agr#
Under 21 2 22 17 4.0
21-40 72 77.4 267 63.0
41- 60 18 19.4 113 26.7
Over 60 1 1.1 27 6.4
History of substance abuse'
Yes 45 49.5 133 31.7
No 46 50.5 286 68.3
RiskU
Danger to others 79 86.8 357 7.7
Self-harm 5 5.5 9 2.1
No risk reported 7 7.7 53 12.6
Previous admissions**
None 59 64.1 196 46.3
One or more 33 35.9 227 53.7
Diagnostic certainty on admissiontt
Specific diagnosis 49 55.1 190 46.1
Differential/deferred 40 44.9 222 53.9
Main diagnostic groups"
Substance-induced 63 67.7 86 20.8
Schizophrenia 9 9:7 165 39.9
Bipolar mood disorder 4 4.3 96 23.2
Other 17 18.3 67 16.2
* Totals in some categories are less than N because of unavailable data.
* df = 1, P = 0.176008.
t df = 1, P = 0.008612.
*df = 1, P = 0.017201 (,;; 40 years v. ",41 years). D§ df = 1, P = 0.001317.
'i df = 1, P = 0.096289 (Self-harm v. danger to others).
Udf = 1, P = 0.183432 (Self-harm and danger v. no risk reported).
** df = 1, P = 0.001976.
tt df = 1, P = 0.125718.
** df = 1, P = o.()()()()()() (Substance-induced v. schizophrenia and bipolar
mood disorder).
365 (70)
153 (30)
426 (82)
92 (18)
16 - 90
36
34
QUANTITATIVE STUDY
Method
In the course of this retrospective study we examined the
records of a tertiary psychiatric hospital in the Western Cape
Province that serves both metropolitan and rural districts. The
study population consisted of all the involuntary admissions to
the hospital from 1 January 1995 to 31 December 1995.
We noted biographical information for all patients as well as
the section, i.e. 9 or 12, which authorised their admission. We
also collected data for the following variables: with regard to
security we looked at gender, age, compliance with medication,
history of substance abuse, and risk of harm to self and others;
with regard to treatment needs we looked at history of
previous admissions, discharge diagnosis (Diagnostic and
Statistical Manual-IV"), and diagnostic uncertainty at time of
admission. For the purposes of this study we considered a
differential or deferred diagnosis to be indicative of diagnostic
uncertainty.
Data were collected from the hospital's patient indexing
system and individual patient files. A very important source of
information was the affidavit made by the person who applied
for involuntary admission. Information regarding the
compliance of patients was so poor that we decided to ignore
it. Data in the patient file were complete with regard to
previous admissions to that hospital, but it is possible, though
unlikely, that the data may not have reflected the patient's
admissions to other psychiatric hospitals.
Statistical analysis
The data are presented in frequency tables, and two-tailed chi-
square analyses were used to calculate statistical significance of
comparisons between the s 7 day and ;:;, 8 day groups. Values of
P s 0.05 were considered statistically significant.
Results
The total number of involuntary admissions to the relevant
hospital for the 1995 calendar year was 541. This figure
represents 26.7% of all the admissions to the hospital for that
year. Only 518 (of 541) cases had sufficient data to be included
in· this study. Table I gives the characteristics of the sample.
Of the 518 patients, 93 (18%) were discharged within 7 days
of admission, 33 of them within the first 3 days. When the s 7
day group was compared with the;:;, 8 day group, a number of
significant differences were found. As shown in Table IT, the
two groups differed significantly in terms of gender, age,
substance abuse, diagnosis and previous admissions. In the ;:;, 8
day group there were more people with previous admissions,
Male (%)
Female (%)
Section 9 (%)
Section 12 (%)
Age range (yrs)
Average age (yrs)
Median age (yrs)
Variable
s 7 days
N
(N=93)*
%
;:;, 8 days (N =425)*
N %
n
ORIGINAL ARTICLES
while there were more male patients, younger people, and
individuals with a history of substance abuse in the ,; 7 day
group. Significantly more patients in the ,; 7 day group had a
diagnosis of substance-induced disorder, while significantly
more patients in the ;" 8 day group had a diagnosis of
schizophrenia or bipolar mood disorder ('bipolar').
Further investigation of the affidavits of the ,;; 7 day group
revealed that while only 49.5% of applicants reported substance
abuse, the diagnosis recorded on discharge was substance-
associated for 67.7% .of the patients.
The groups showed no significant differences in terms of the
nature of the risk necessitating the issuing of the reception
order. Danger to others, as opposed to self harm, stands out
clearly as the most predominant cause for an application for
involuntary admission. Risk of danger to others was reported
on the affidavit for more than 85% of the patients in both
groups.
Discussion
This study reveals that almost one in every five patients
admitted to the relevant tertiary hospital as involuntary
patients during 1995 were discharged within 7 days of
admission. When the legal status of this group was compared
with that of the ;" 8 day group, no significant difference
emerged, which indicates that it made no difference whether
patients were admitted routinely or as emergency cases.
Treatment needs do not explain the admission of the ,; 7 day
group either. This group did not differ from the;" 8 day group
with regard to diagnostic uncertainty. Fewer previous
admissions and the types of diagnoses made in the ,; 7 day
group indicate that the patients in that group were generally
less severely or chronically ill.
However, an examination of the security needs is
enlightening. For all the study's criteria (gender, age and
history of substance abuse), the,; 7 day group was a higher-
risk group. The only criterion where this group did not differ
significantly from the ;" 8 day group was in terms of reports of
previous harm to self and others. In fact such reports were high
for both groups, namely 86.8% for the ,; 7 day group, and
85.2% for the ;" 8 day group.
The common factor with regard to treatment and security
needs is substance abuse. This study did not allow us to
identify the most commonly abused substances in the relevant
hospital's catchment area. However, the South African
Community Epidemiology Tetwork on Drug Use!' reports that
W;I alcohol (77%) and cannabis or a combination of cannabis and
~ mandrax (15 -19%), are the substances most commonly abused
in the Cape Town metropolitan area.
There is a close link between psychiatric problems and
substance abuse. Research in other countries shows that most
patients who need emergency psychiatric treatment are young
males with substance-induced disorders. 19 There is also a high
comorbidity of mental disorders with substance abuse.'"
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Substance abuse may also precipitate mental illness in
vulnerable individuals, e.g. schizophrenia may be precipitated
in cannabis abusers.'l
Distinguishing behveen cases where the primary mpl1tal
health problem is substance abuse, and cases wher_e it is for
example, schizophrenia or bipolar mood disorder, will always
be difficult. However, most of the patients in the,; 7 day group
were ones that Leeman and Berger16 considered suitable for
care in a locked unit of a general hospital. Even if they are
agitated and aggressive, it is normally possible to manage;'such
patients effectively in a general hospital by sedating them for
an appropriate period of time. This makes it possible to re-
evaluate them when they have sobered up. If the patient has
not improved substantially after approximately 36 -48 hours, it
is often an indication that there might be an underlying mental
disorder. It is preferable that patients with substance-induced'
disorders should be managed in a general hospital. While these
patients present with psychiatric symptoms, such as psychosis
or delirium, they are often also medical emergencies, especially
if they are still intoxicated or in withdrawal. In most cases
admission to a general hospital as a patient with an actual or
potential medical emergency is the most appropriate course of
action.
The findings of this study suggest that there is a failure at
primary and secondary level to manage younger male patients
with substance-induced disorders. Several factors may
contribute to this state of affairs. Firstly, it may be that
practitioners who complete medical certificates during the
reception process are failing to identify substance-induced
disorders. Secondly, it may be that the practitioners fail to
advise magistrates about the most appropriate way of
managing patients with substance-induced disorders. Thirdly,
it is possible that primary and secondary workers are unwilling
to treat YOW1g male patients with substance-induced disorders.
This is a difficult group of patients to manage as they have a
high propensity to be aggressive, and there may be a tendency
to overemphasise the need for security. It is also possible that
primary and secondary workers believe that the facilities at
general hospitals are inadequate to manage these patients.
CONCLUSION
The review of legal sources in this study demonstrated that the
legislator, judiciary and psycholegal authors support the
diverting of patients away from tertiary mental health
institutions in appropriate cases. This retrospective survey of
patients involuntarily admitted to a tertiary hospital
demonstrated that one in every five patients was discharged
within 7 days of admission. This small but notable group was
made up mostly of male patients between the ages of 21 and 40
years, with just over two-thirds of them diagnosed as having
substance-induced disorders.
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It is submitted that most of these patients could have been
.managed effectively in a general hospital. This would have
represented a more optimal use of the available resources and
would have been legally more appropriate. The data do not
allow us to determine exactly why these patients were not
admitted to general hospitals in the first place, and further
research at primary and secondary level is necessary in order to
clarify this. However, our hypothesis is that there are two
reasons. Firstly, that primary and secondary workers either
lack, or believe they lack, the necessary knowledge and skills to
identify and manage young male patients with substance-
induced disorders. Secondly, that the facilities to deal with this
group of patients-in general hospitals are inadequate. It is
important that both these possibilities should be examined
further and addressed if necessary.
The authors wish to thank Dr Miles Bowker, Mrs M Stein, Mrs J
Barnes and Dr H de Wet for their valuable ·assistance.
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SUBSTANCE MISUSE IN YOUTH
ADMITTED TO A PSYCHIATRIC
EMERGENCY UNIT
DAB Wilson, A J Flisher, R Allin, J A Laubscher
Objectives. To investigate the pattern of substance misuse in
youth admitted to a psychiatric emergency unit of a 'major
hospital, and to compare regular users of cannabis,-
methaqualone and alcohol with the rest of the sample in
terms of selected psychosocial variables.
Study population. Consecutive patients aged 25 years or
younger admitted to a psychiatric emergency unit over a 3-
month period.
Method. Patients completed a standardised questionnaire
.containing questions about their family, social, economic
and educational backgrounds. Their current psychiatric
folder was examined to ascertain mental state and
behaviour on admission as well as previous psychiatric
contacts and hospitalisation. Particular attention was paid
to the use of cannabis, methaqualone and alcohoL For each
substance patients were divided into two groups, namely
those who did not use the substance or who used it
infrequently, and regular users. Unadjusted odds ratios
were used to document the relationship between substance
use and the selected psychosocial variables_
Results. One hundred and fourteen patients were assessed,
of which number 61 (53.5%) were male and 98 (86%) were
single. The group consisted of 37 blacks (32.5%), 56
coloureds (49.1%) and 21 whites (18.4%)_ Alcohol was .
regularly used by 30 patients (263%), cannabis by 29
(25.4%), methaqualone by 11 (9.6%), and any-of these
substances by 46 patients (40.4%). Unadjusted odds ratios
showed that there was a significant association between
regular use of alcohol and cannabis and male gender,
dropping out of school, previous psychiatric treatment, and
an absence of both depression and suicidal ideation; and
between regular cannabis use and bizarre behaviour,
auditory hallucinations and disorganised or incoherent
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